INTRODUCTION
Breast asymmetries can be either congenital, or acquired. The most common cases of acquired asymmetries are due to surgical procedures, tumours, and injuries. Congenital asymmetries appear during puberty. They affect the breast volume, shape, size and position of the breast base, nipple-areola complex, and inframmary fold (IMF) (1) . In 1968, Huston (9) first reported such abnormalities. Later on, in 1971, Radlauer (13) published his research in breast asymmetry and called it 'Amazon syndrome'. The term of 'breast asymmetries' was first introduced complex (NAC-W and NAC-H); horizontal and vertical size of the breast base (BW and BH) (Fig. 1) .
The breasts were presumed to be symmetrical if the difference in the measured parameters of both breasts did not exceed 0,5 cm. So, deviations ranging between 0,5-1 cm were considered slight asymmetry, those between 1-1,5 cm -medium, and those over 1.5 cm -severe deviation.
Our data was processed by suing SPSS 17.0.1 statistical package. The level of significance was assumed at p<0,05 and the null hypothesis was rejected.
RESULTS
The antropomorphic measurements revealed breast asymmetries in 241 patients (in 66,9% of the cases).
Bilateral hypoplasia was the most common breast asymmetry -in 158 patients (65,6%) followed by bilateral asymmetric normomasty -in 66 (27,4% of the cases). The unilateral hypoplasia and contralateral hypertrophy occurred most seldom in our contingent -in one case each (only 0,4% of the cases) (Fig. 2) .
Nipple asymmetry on the vertical axis was the most commonly registered incidence rate -in 212 patients (88% of the cases). Most of them presented with slight asymmetry -in 91 patients (42,9%) followed by severe asymmetry -in 61 patients (28,8%), and medium one -in 60 cases (28,3% of the cases).
IMF asymmetry was observed in 207 patients (85,9%). The distribution of these cases displayed the same tendency as the abovementioned parameter, namely: from 0,5 to 1,0 cm -86 females (41,6%) followed by deviations from 1 to 1,5 cm -61 females (29,5%). The smallest relative share belonged to the in 1977 by Edstrom (6) who also noted that different morphological features of the breast might be the cause of these asymmetries.
The aim of this retrospective study is to survey some specific parameters of asymmetry and analyze the frequency of occurrence and type of primary breast asymmetries in the patients requesting aesthetic mammaplasty.
MATERIAL AND METHODS
The clinical contingent of 360 women was retrospectively examined during a period of 10 years (2002-2011). The average age of the patients was 31,29 6,05 years ranging from 18 to 51. The following indicators for assessment of asymmetries were used: breast volume, shape, position and size of the breast base, nipple-areolar complex and IMF as well as existing deformities of the chest wall and ribs. Clinical observation, photo-analysis, anthropomorphic measurements and scanner (in case of skeletal deformities) were applied in all the patients. Our study demonstrated that breast base asymmetry was present in 173 (71,8%) cases. More than one half of the patients (101 or 58,4%) presented with slight asymmetry followed by those exceeding 1,5 cm -41 (23,7%), and last came those within the range from 1 cm to 1,5 cm -31 cases (17,9%).
As a whole, cases of asymmetry in the nipple on the horizontal axis were much less observed, more precisely, in 93 out of all the patients (38,6%). Slight deviations were identified in 61 of them (65,6%), medium asymmetry -in 21 cases (22,6%), and severe (over 1,5 cm) in 11 cases (11,8%).
Patients' distribution according to asymmetry of NAC by size was least in the examined group, more precisely, in 64 patients (26,6%) distributed by degree of severity as followed: from 0,5 to 1,0 cm -36 (56,3%); from 1 to 1,5 cm -16 (25%), and those with deviations exceeding 1,5 cm -12 cases (18,8%) (Fig. 3) .
Concerning breast shape asymmetry, most patients with presented with asymmetry because of ptosis -119 cases (49,4%) followed by those with symmetrical shape -73 (30,3%). There were only 49 patients (20,3%of the cases) with constriction in the base (Fig. 4) .
The distribution of patients with asymmetry and tuberous breast was the following: the highest relative share belonged to type І (13 cases or 41,9%) followed by type ІІ (5 cases or 16,1%) . Type III and mixed type I+II were equally presented with 4 patients or 12,9% each. Mixed type II+III was found in two cases (6,5%) only (Fig. 5) .
This deformity was bilateral in 78% of the patients followed by the females with right breast deformity (in 12%) and left breast one (in 10% of the cases).
The prevailing cases of breast asymmetry and tubular deformity were of type II -12 patients or 66,7% followed by type I with 6 cases or 33,3% (Fig. 6 ).
In our study, more than one sign of asymmetry was most commonly observed -in 226 females (in 93,8% of the cases). Most cases (100 or 41,5%) showed three signs of asymmetry followed by the patients (Fig. 7) .
In most patients (in 91,3% of the cases), asymmetries were not accompanied by any thoracic deformity at all. Such a combination was established in 21 patients (in 8,7% of the cases). Six of them (2,5%) presented with chest wall depression, four ones (1,7%) -with prominent rib-sternal junction and pectus excavatum each, and two ones (0,8%) -with pectus carinatum (Fig. 8) .
Note: Certain data discrepancies are due to the presence of several indicators of asymmetry in one and the same patient.
DISCUSSION
Breast asymmetries were defined in terms of asymmetric morphology of volume, shape, position of the base and of the nipple-areolar complex. They were quite common, and in most cases the asymmetries were slight followed by medium. In our contingent of patients, breast asymmetries were established in 66,9% of the cases. This result were in agreement with the findings of other authors (5,15) but different from those reported by Rohrich (14) about an incidence rate of preoperative asymmetry of 88%. The investigations of the distribution of asymmetries according to their morphological characteristics showed that bilateral micromastia was most common (in 158 females or in 65.6% of the cases) followed by bilateral asymmetric normomastia (in 66 women or in 27,4% of the cases).
These findings of ours correspond to the results of other authors (2,3,6). The high incidence rate of micromastia established in patients has to be properly recognized and taken into account while performing augmentation mammaplasty. In such cases if the preoperative assessment does not identify even the slightest irregularity, then the implants may enhance the asymmetry and the result will be far from satisfactory both for the patient and the surgeon. Asymmetry in the position of nipples on the vertical axis has been found out in 88% of the patients. Our result is similar to the findings already reported by other investigators (3, 10) . Asymmetric tuberous deformity has been observed in 20,3% of the clinical contingent. This percentage is significantly less than that of other authors who have identified asymmetries in 81,1% of these patients as 88,8% of them are of constricted lower pole (5) . Asymmetry of IMF level on the vertical axis is registered in 85,9% of the patients. Our findings differ greatly from these reported by other authors identifying asymmetry of IMF position in only 44% of the patients (11) . In this contingent, there is more than one indicator of asymmetry in 93,8%, the most common occurrence being three indicators (in 41,5%). Our own results correlate with the findings about 92% (11) and about 80% (12) of the asymmetries with more than one indicator. There is breast asymmetry combined with thoracic deformities in 8,7% of our cases that corresponds to the results reported by other authors (7, 8) . Numerous authors perform investigations of breast asymmetries (1, 2, 4, 10) . The purpose of their research is to achieve precise preoperative assessment of the breasts as ac- It is a really hard task, if not sometimes an impossible one, to achieve perfect symmetry and proportions. However, the major duty of every surgeon is to make the two breasts look the same. Preoperative morphological measurements allow for mathematically accurate estimations of differences in the position and size of the bases, the nipple-areolar complex and IMF as well. The exact measurements ensure precise surgical correction of all the identified breast asymmetries.
CONCLUSION
Breast asymmetry occurs quite common among the patients requesting aesthetic mammaplasty. Accurate and objective preoperative assessment and description of the identified deviations contribute significantly to the successful outcome of surgery.
